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Abstract 

Background: Experiences from nations with population diversity show extensive evidence on the need for cultural 
and linguistic competence in health care. In Sweden, despite the increasing diversity, only few studies have focused 
on challenges in cross-cultural care. The aim of this study was to explore the perspectives and experiences of 
caregivers in caring for migrant patients in Northern Sweden in order to understand the challenges they face and 
generate knowledge that could inform clinical practice. 

Methods: We used an interpretive description approach, combining semi-structured interviews with 10 caregivers 
purposively selected and participant observation of patient-provider interactions in caring encounters. The 
interviews were transcribed and analyzed using thematic analysis approach. Field notes were also used to orient 
data collection and confirm or challenge the analysis. 

Results: We found complex and intertwined challenges as indicated in the three themes we present including: the 
sociocultural diversity, the language barrier and the challenges migrants face in navigating through the Swedish 
health care system. The caregivers described migrants as a heterogeneous group coming from different 
geographical areas with varied social, cultural and religious affiliations, migration histories and statuses, all of which 
influenced the health care encounter, whether providing or receiving. Participants also described language as a 
major barrier to effective provision and use of health services. Meanwhile, they expressed concern over the use of 
interpreters in the triad communication and over the difficulties encountered by migrants in navigating through 
the Swedish health care system. 

Conclusions: The study illuminates complex challenges facing health care providers caring for migrant populations 
and highlights the need for multifaceted approaches to improve the delivery and receipt of care. The policy 
implications of these challenges are discussed in relation to the need to (a) adapt care to the individual needs, 

(b) translate key documents and messages in formats and languages accessible and acceptable to migrants, 

(c) train interpreters and enhance caregivers' contextual understanding of migrant groups and their needs, 

(d) and improve migrants' health literacy through strategies such as community based educational outreach. 

Keywords: Caregivers/caregiving, Culture/cultural competence, Immigrants/migrants, Interpretive description, 
Language/linguistics, Interpreters, Health care professionals, Religion, Thematic analysis, Sweden 
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Background 

The proportion of international migrants has rapidly in- 
creased in the last few decades and this trend is unlikely 
to change in the near future [1,2]. While these transfor- 
mations hold developmental potential for individuals as 
well as their societies of origin and destinations it also 
exacerbates existing problems and generates new chal- 
lenges [1,3]. Likewise, immigration to Sweden has increa- 
sed in recent decades, and now includes citizens from 
approximately 200 countries. The share of foreign-born 
which was only one percent of the Swedish population in 
1940 increased to 14 percent in 2008 [4]. By 2060, one in 
five residents is expected to be a foreign born [5]. 

Evidence from the literature suggests that this conti- 
nuous growth of foreign born populations with varied 
cultural traits and health profiles, presents complex chal- 
lenges for health care delivery due to change in disease 
profiles, communication problems, diversity of cultures 
and institutional practices as well as individual past ex- 
periences and attributes [6-14]. These challenges are said 
to influence medical encounters and can result in mistrust 
that may lead to sub-optimal utilization of health services, 
frustrations and calamitous errors in diagnosis and treat- 
ment regimens [7-10,15,16]. Literature on cross-cultural 
health care indicates that migrant populations present 
unique challenges to health professionals, and can be a 
source of frustration for health professionals as they may 
struggle with uncertainty and apprehension when caring 
for these patients [6-13,15,17,18]. Previous studies suggest 
that caring for patients who speak a different language is 
difficult because of lack of or unavailability of interpreters 
or problems in accessing interpreter agencies, which in 
some cases force care providers to use family members as 
interpreters. Even when interpreters are used communica- 
tion problems persist due to cultural differences and low 
professional status of interpreters [6,7,10,18,19]. 

Health care providers may also manage patients of di- 
verse backgrounds in an unsatisfactory manner due to 
stereotypes, limited cultural awareness and ability, which 
can create barriers and resentment [6,8-11,14,15,18]. 
Some authors, however, acknowledge that health care 
professionals working among migrant communities are 
increasingly challenged to provide health care that is 
responsive to the special health needs of these populations 
[7,10,11,13-16]. Identifying potential challenges is thus 
important for successful healthcare delivery to these popu- 
lations. In this article we present findings from a qualita- 
tive study on perspectives and experiences of providers 
caring for patients with migrant backgrounds. 

The Swedish health care system 

The Swedish Health care system is decentralized and 
mainly tax-financed through counties and municipalities, 
although a small fee is charged for most services. Care 



for children and young people up to the age of 19 is free 
[20,21]. Despite a growing number of private care provi- 
ders, up to 90% of health care is provided by the county 
councils and municipalities through the public care faci- 
lities, which include primary, hospital and public health 
and preventive care. The overall health care policy is 
under the responsibility of the state and health care 
is available to all legal residents who can access it by 
registering with the nearest primary health care center 
in the vicinity of their home or a private provider of 
their choice [20,21]. All legal residents are allocated a 
personal number by the tax-authorities which is used to 
access all public services including health services [21]. 
Primary care is the basis of health and medical care in 
Sweden. Primary care staff consist of doctors, nurses and 
other staff who work together to provide an extended 
range of services from general practitioner care to phy- 
siotherapy and counseling. Nurses have a greater role in 
health care as they have specialized competence in treat- 
ing long term conditions such as asthma, diabetes etc. . . 
[20,21]. Except for emergency cases when patients are 
advised to call for ambulance or to present themselves 
to the hospital emergency room, non-emergency situa- 
tions are dealt with at the local/primary health center or 
private clinics. Patients are encouraged to call the local 
health center or book an appointment through the phone 
or on the web, but surgery staff answers the phone calls 
only for restricted periods. The local health center may 
refer patients to specialists at the hospital or private clinics 
when needed [20]. According to the Swedish legislation, 
care providers have the obligation to reinforce the position 
of the patient. For instance, they have to provide indivi- 
dually tailored information and guarantee the patient the 
freedom to choose between treatment options and the 
right to a second opinion in life threatening or other ser- 
ious diseases or injuries [20,22]. Usually, the patient gives 
an oral or written consent after consultation with the staff. 
Most often it is enough that the staff concludes that there 
is consent or it is implied through the patient actions 
(e.g. facilitate the action to be initiated) [22]. The Swedish 
health care system is also well known for its use of distant 
communication technology such as various electronic re- 
ply and call-back systems, electronic prescriptions and 
web booking systems. 

Migrants' access to the Swedish health services 

All legal migrants are entitled to care on the same terms 
as other Swedish residents. Asylum seekers are entitled 
to only care that "cannot wait" in accordance with the 
law on health care for asylum seekers [21,23]. When they 
seek care they are required to show a special personal card 
known as "LMA (Lag om Mottagande av Asylsokande: 
Law on the reception of asylum seekers) card" provided 
by the migration authorities. The care they are entitled 
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to include maternity care, care in relation to abortion 
and family planning. Non-residents and other unofficial 
migrants may also access care services but, they have to 
pay the full cost [21]. By defining an immigrant as a 
foreign-born person, legally admitted and expected to stay 
at least 12 months in Sweden, Statistics Sweden excludes 
asylum seekers and undocumented migrants [4]. There- 
fore, we did not adopt Statistics Sweden's definition in this 
study. Instead, we use the term "migrant" to refer to all 
foreign-born persons living in Sweden. 

Except for emergencies, the first contact of migrants 
with the Swedish care system usually takes place during 
medical screening, offered especially to migrants from 
countries with high prevalence of infectious diseases 
such as HIV/AIDS, tuberculosis, hepatitis and other 
sexually transmitted infections (STIs), and this is in ac- 
cordance with the Swedish social welfare regulations and 
the Swedish Communicable Disease Act [24]. All newly 
arrived migrants from selected countries receive a letter 
from local health providers in the vicinity of their resi- 
dence inviting them to undergo medical screening [24]. 
After this first contact, migrants are expected to make 
contact and interact with health care providers like other 
Swedish residents when they need care. Despite the re- 
commendation to offer language assistance and use in- 
terpreters when caring for patients who do not speak or 
understand Swedish, studies have shown that care provi- 
ders still face complex challenges identifying and mee- 
ting the basic needs of patients from culturally diverse 
populations [6,7,10,19,25,26]. According to Szczepura, in 
countries and regions with diverse population, there is 
extensive evidence on the need for cultural and linguistic 
competence in health care organizations [10]. Szczepura 
described linguistic competence as the capacity of an or- 
ganization and its staff to communicate effectively, and 
convey information in a manner easily understood by di- 
verse audiences including persons of limited language 
proficiency, and those who have low literacy skills or are 
not literate [14]. Betancourt et al, defined cultural com- 
petence in health care as the ability of systems to pro- 
vide care to patients with diverse values, beliefs and 
behaviors, including tailoring delivery to meet patients' 
social, cultural, and linguistic needs [27]. In Sweden, 
despite the increasing cultural and linguistic diversity 
only few studies have focused on challenges in cross- 
cultural health care [6-8,10,11,19,26]. Additional re- 
search is thus needed in this area. 

Aim 

The aim of this study was to explore the perspectives 
and experiences of healthcare professionals in caring for 
migrant patients in order to understand the challenges 
they face and generate knowledge that can inform policy 
and clinical practice. 



Conceptual framework 

In an attempt to explain the experiences of care provi- 
ders in caring for migrants living in Sweden, we found 
relevant the socio-ecological model (SEM) because of its 
focus on the relevance of social contexts and the inter- 
twined relationship between individuals and their social 
environment (community norms and values, regulations 
and policies) [28,29]. Additionally, the model suggests 
that factors at different levels may not only impact on 
individual behavior, but may also impact on or modify 
each other [18,29]. The rationale for our use of the 
model is to address the factors influencing health care 
delivery for migrants in Sweden. Other authors used the 
model to investigate disparities and barriers to accessing 
health services, and intervention opportunities for ethnic 
minorities and migrant populations [18,30]. We adapted 
the model to describe the impact individual, interper- 
sonal, institutional, and the societal factors have on the 
delivery of care to patients with migrant backgrounds, 
the diasporic tensions and the ways migrants negotiate 
the new and old world. More specifically, we used the 
model here to shed light on the experiences of care pro- 
fessionals caring for patients with migrant backgrounds. 

Methods 

Study design 

We were guided by the need to explore the perspectives 
and experiences of caregivers in caring for migrants, 
issues stemming from these experiences and the need to 
understand and generate knowledge that could inform 
clinical practice. We decided to combine interviewing 
and observation in an emerging design using the inter- 
pretive description (ID) approach described by Thorne 
and others as the sensitizing framework for the study 
[31-33]. Additionally, we included participants with va- 
ried professional backgrounds to get a better understan- 
ding and broader view of care providers' experiences 
and thus enhance credibility [32-35]. Thorne and collea- 
gues described ID as non-categorical methodology that 
emerged in response to a call for an alternative way of 
generating grounded knowledge relating to clinical prac- 
tice and that aimed at moving qualitative inquiry to a 
more abstract form of interpretation beyond the level of 
description [33]. The ID approach acknowledges the 
researcher's theoretical and practical foreknowledge of 
the phenomenon under study. Moreover, detailed line- 
by-line coding is avoided in favor of asking broad ques- 
tions [31-33]. 

Study setting and participants 

A total of ten health professionals were purposefully 
recruited by the first author (FKNK) to represent diffe- 
rent professions and varied backgrounds. FKNK contac- 
ted each potential participant by e-mail that also included 
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information about the study, that participation was volun- 
tary and that the informed consent form attached to the 
message would be collected on the day of the interview. 
The only criterion for selection was that they often come 
into contact with foreign-born persons in their daily cli- 
nical practice and are therefore experienced in caring for 
migrant patients. FKNK identified participants while wor- 
king as an in house interpreter in Northern Sweden and 
interviewed the 10 recruited participants at primary health 
care centers, hospital clinics or County council after ag- 
reeing to be interviewed. As a qualitative study, sample 
size was evaluated on an ongoing basis to identify when 
saturation was reached [32,33]. The ten participants were 
predominantly Swedish (n = 8), one had a mixed back- 
ground (half Swedish half other European decent) and 
one had non-European background. Six worked at a hos- 
pital, two at a health care center in a predominantly immi- 
grant area and two at the county council. Except for one 
participant who preferred to be interviewed in English, all 
participants were interviewed in Swedish. Table 1 shows 
the study participants by profession, gender and specialty. 

Data collection methods 
Semi-structured interviews 

We used a series of face-to-face semi-structured inter- 
views as our primary data source. FKNK conducted the 
interviews between March 2009 and April 2010, using 
an interview guide developed based on findings from a 
previous survey study on knowledge and attitudes towards 
HIV/AIDS and tuberculosis among migrants attending 
language schools. The experience of the first author as 
an interpreter was particularly useful here [36,37]. A pilot 
study with 5 care providers working at the hospital (2) 
and two primary health care centers (3) was carried out in 
the study setting to evaluate the interview guide which 
resulted in some questions being rephrased. The interview 
guide was also refined throughout the process on the basis 
of emerging issues and observations. The following were 
the main issues in interviews: views on the situation of 
migrants in Sweden, challenges encountered when caring 



for migrant patients, personal experiences working with 
interpreters; barriers to the use of available health servi- 
ces by migrants; contexts when discrimination is likely to 
occur and providers' views on migrants' knowledge about 
diseases such as HIV/ AIDS, tuberculosis and hepatitis. 
There was no need to continue interviewing after the 
ten interviews as similar responses were repeated and 
saturation was reached. 

The audio-taped interviews took place at the partici- 
pants' offices or another convenient location and lasted 
for 1 to 2 hours. After each interview, the first author 
wrote supplementary field notes, transcribed the taped 
interviews and read through the transcripts to allow in- 
sights emerging to be incorporated in the ongoing data 
collection [31-33]. For instance, religious beliefs and gen- 
der norms and the way they impacted on the encounters 
were observed early in the interviews and were followed 
in subsequent interviews. 

Participant observation and the position of principal 
investigator 

We used participant observation as another method of 
data collection. FKNK who is fluent in five different lan- 
guages had worked as a trained interpreter within the 
health care setting since 2005, before becoming the main 
investigator for the current inquiry by the end of 2008 
when ethical approval was obtained. Working as an in- 
terpreter provided the main investigator with an oppor- 
tunity to enter the field, observe and participate in many 
care encounters, thus becoming a participant observer. 
During her duties as in house/phone interpreter, she 
could learn by observing or hearing the way migrants 
and care providers were interacting during the encounters 
and identify/notice incidents in different care settings as 
they were happening. FKNK was not participating as a 
regular worker within any of these settings, but simply 
making a number of key observations on the encounter. 
The observation material thus consists of reflective me- 
mos of the first author's professional experience as an in- 
terpreter and as a medical doctor with a master's degree 



Table 1 Study participants by profession, gender and specialty 


Profession (Identifier) 


Gender 


Specialty 


Number 


Nurse (N) 


Women 


District Nurse 


1 






HIV Specialist Nurse 


1 


Social Worker (SW) 


Women 


HIV(Human Immunodeficiency Virus) and STIs 


2 






(Sexually Transmitted Infections) Counseling 




Doctor (D) 


Man/Woman 


Infectious Disease Specialist 


2 




Woman 


Pediatrician 


1 




Man 


General Practitioner 


1 


Public Health Officer (PHO) 


Man 


Infectious Disease Control 


1 




Woman 


HIV/STIs Prevention 


1 
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in public health. She shared a professional background 
with providers and a cultural background with patients as 
a migrant. Obviously, she conducted this research not 
only in her role as an academic researcher but also in her 
role as a migrant, a cultural mediator and health profes- 
sional. All these roles might influence and shape her way 
of being in terms of the assumptions and biases that she 
brought to the study. Nevertheless, her perspective is also 
shaped by her position as a researcher including literature 
used and academic conferences on the research topic as 
well as reflexivity that enables researchers to reflect on 
and to critically question their assumptions and to deal 
with biases [38]. 

Data analysis 

We used thematic analysis approach and followed diffe- 
rent phases involved in the approach as described by 
Braun et al. [39]. The analysis started with the first au- 
thor transcribing, reading and re- reading the data 
(familiarization with the data). This was followed by a 
coding phase where the first and the last authors both 
with migrant backgrounds read the transcripts separately 
to identify patterns and linkages in the data and labeled 
paragraphs that contained information relating to each 
particular point being made. The codes were refined in 
ways described by other scholars [31-33,40]. Two other 
Swedish members of the research team, the second author, 
a senior public health researcher within the field of health 
care systems and the third author a senior consultant in in- 
fectious diseases also read the interviews, participated in 



/ \ 



the analysis and acted as points of reference for issues 
within the Swedish health care system. In the later phase of 
searching for themes, we compared and discussed the 
meaning of codes and emerging patterns to reach agree- 
ment and collate codes into potential themes following the 
process in thematic analysis [39]. 

Conceptual themes were inductively derived from ana- 
lysis among and between individual interviews [31-33]. Our 
thematic analysis was guided by the analytic question: What 
challenges occur in the cross-cultural care encounters? 
While answering this question, we identified challenges for 
care providers as well as for migrant patients. The phase 4 
of reviewing themes was guided by the socio-ecological 
model; and consisted in identifying factors at different levels 
of the model that were said to affect care delivery and re- 
ceipt, and the medical encounter. Thereafter we developed 
a preliminary analytic structure from the provisional 
themes to form the basis for identification and explorations 
of commonalities and differences among and between the 
experiences of participants [18,28,29,31-33]. Observation 
notes were also used to scrutinize the provisional findings 
and to enhance trustworthiness. Figure 1 represents an ex- 
ample of analysis steps with data extract, codes, provisional 
theme, sub-theme and theme. Finally, in this process, we 
developed the following three interconnected themes that 
we present in this article: a) socio-cultural diversity b) lan- 
guage barrier c) migrants navigating the Swedish health 
care system. Each theme contains sub-themes pertaining to 
factors that were considered to affect care delivery and re- 
ceipt, and medical encounter as illustrated by Figure 2. 



Data extract: 

. . .One more 
thing that is 
more of a 
structural 
discrimination 
is that one 
should call 
the clinic for 
an 

appointment. 
It is not 
possible if 
one cannot 

speak 
Swedish. So it 
is the power 
structure that 
we talk about. 



Codes: 

• Structure 

• Making 
appointment 

• Language 

• Discrimination 



Provisional 
theme: 

Language and 
structure 
make it 
difficult for 
migrants to 

make 
appointment 



Sub- 
theme: 

Finding 
their way 
through a 
new health 
care 

system 



Theme: 

Migrants 
navigating 

the 
Swedish 
health care 
system 



Figure 1 A description of an example of analysis steps. Example of data extract from interviews, with codes applied, initial theme, sub-theme 
and developed theme. 
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Within each of the sub-themes we explored the ways these 
factors affect care providers' experiences. 

Ethical considerations 

The regional ethical committee at Umea University ap- 
proved the research project and the study was conduc- 
ted in accordance with the Helsinki declaration [41]. We 
obtained both oral and written informed consent prior 
to all interviews. To protect confidentiality, we removed 
all names and other identifiers from transcripts and re- 
cords, and we presented the results anonymously and li- 
mited access to the data only to the research team. 

Results 

In this section, we present the various ways the care pro- 
viders described their experiences in caring for migrant 
patients. According to the health care providers, migra- 
tion history and status, educational level, language, cul- 
tural background and past experience with health care 
play an important role in access and delivery of care for 
migrant patients. Within each theme, we identified fac- 
tors at different levels of SEM that caregivers described 
as challenges. The influences of cultural factors including 



health beliefs and practices, family dynamics, gender 
norms and past experience with health care services that 
were described as having an impact on care encounters. 
Furthermore, health care policies such as providing lan- 
guage assistance and strengthening the patient position 
(patient centered care approach) were also reported to di- 
rectly or indirectly influence migrants' care seeking beha- 
viors, the delivery of care and medical encounters. The 
structure and organization of the health care system, dif- 
ferent practices within the health care setting such as dif- 
ferent roles of caregivers, booking system, the use of 
distant communication technology are institutional factors 
said to impact on access and provision of care. Language 
barrier and religious interferences in the relationships 
among caregivers, interpreters, migrants and their family 
members negatively or positively affect the encounter by 
the way they interact with each other and impact on 
provision and receipt of care. Finally individual factors 
such as age, sex, education, geographic origin, knowledge 
and attitudes for both migrants and care providers were 
also said to affect care delivery and receipt and the inter- 
actions during the encounter. Figure 3 illustrates an 
ecological model of challenges described by caregivers. 





Migrants 
navigating the 
Swedish health 
care system 



• Finding their way through the 
Swedish health care system 

• Questioning the Swedish 
model of Care 



Language 
barrier 



• Barrier to effective use and 
provision of care 

• Challenges in the triad 
communication 




4 



The socio-cultural diversity 



Diverse groups with diverse migration 
histories and statuses 
Educational level and migrants' health 
literacy 

Different explanatory models and 
practices 

Religious beliefs and practices 
Patriarchal structures and gender 
segregation 

Unfamiliarity with diversity, stereotypes 
and discrimination 



Figure 2 A final thematic map, showing the final three main themes and sub-themes. The arrows show the interconnection among 
themes and sub-themes. 
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Macro/societal level 




Policies and 
guidelines 





Cultural 
backgrounds 



Patient 

centered 

care 

Language 



Practices within the 
healthcare system 

Booking system 



Use of distant 
communication 
technology 



Different 

Structure and organization explanatory mode 
of healthcare system 

Partition of 
responsibilities 
among caregivers 



Language 
assistance 

fctient 
involvement 



Challenges in triad 




communication 

Geographic 
origin 
Family 
members 



Religion 



Language 
barrier 



Partition 




and care practices 

Image of 
caregivers 



from home 
country 



Patriarchal 
structures 



of medical and gender 
care segregation 




Figure 3 A socioecological model of challenges in caring for migrants. The arrow extending throughout the four levels suggests that factors 
or challenges at different levels extend into and interact with each other. 



Although each factor is only listed under one level of the 
system their influences exert on and interact with other 
factors at different levels. The following section highlights 
the ways these factors were said to affect care delivery and 
receipt as well as the encounters between caregivers and 
patients in question. 

The socio-cultural diversity 

The care providers described both elements that relate 
to the individual which include education, gender, mi- 
gration histories and religious beliefs of migrants as well 
as attitudes of providers towards migrants, and cultural 
factors including family dynamics, gender norms, health 
beliefs and practices all which were said to influence the 
interaction between migrants and providers and care en- 
counters in the ways elaborated below. 

Diverse groups with diverse migration histories and statuses 

The health care providers interviewed described migrants 
as a heterogeneous group coming from different geo- 
graphical areas with different social, cultural and religious 
affiliations, migration histories and statuses all which 
influenced the health care encounter, whether providing 
or receiving. One Swedish doctor described this diversity 
in the following manner while giving her opinion about 
the general situation of migrants in Sweden: 



It's such a huge diverse group, I think. It's really hard 
you can't just say immigrants. They're like really, 
really different. Both how one gets here: if one has 
permission to stay, if one is an asylum seeker, if one is 
underground, if one is properly trained or if one is 
not so well educated, if one has had the opportunity 
to attend school or has not had the opportunity, if 
one gets a job or not, where one lives. I mean its a 
hundred different things that affect how one has it 
when one lives here. It's really hard, and how old one 
is. All matter. . . . However, it is also very different, if 
one is well educated and come from a country not 
located near Sweden, the difference is huge. (Di) 

However, not all staff members are aware of the hetero- 
geneity. From observations by FKNK some staff especially 
those working at reception desks were not aware of the 
legal status of the foreign-born persons or the care they 
are entitled to. They seemed to have difficulties distin- 
guishing a refugee from an asylum seeker. For instance, 
two cases were observed where the statuses were con- 
fused. The first concerns, a quota refugee (a person who 
gets protection via the United Nation High Commissioner 
for Refugees and receives the Swedish residence permits 
within the framework of a special refugee quota set by the 
Swedish government). This group has right to health care 
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but the particular person was asked to show his LMA card 
which most asylum seekers carry as evidence that they are 
registered at one of the migration board regional offices 
and are awaiting decision to stay or to leave. The second 
case is about foreign born residents from Non-Nordic 
countries who have moved to Sweden for family ties. They 
too were asked to pay as the non-residents or visitors who 
are not entitled to care in Sweden while they were waiting 
for their "personnurnrner" (personal identity number) from 
the tax- authorities despite having residence permits which 
guaranteed them access to health care. 

Educational level and migrants' health literacy 

Education was said to affect knowledge, views and per- 
ceptions of migrants on clinical realities. Highly edu- 
cated migrants were said to be knowledgeable about the 
body and certain diseases and could thus understand 
even complex situations. In contrast, those with low edu- 
cation had not only poor knowledge but also problems to 
access, process and use available information. Giving in- 
formation to this heterogeneous group was described as 
challenging because most of the time it was difficult to de- 
termine exactly how much they knew or what they needed 
to know. Dominant issues mentioned were lack of know- 
ledge about the human body and how it functions. A 
Swedish doctor said: 

It is challenging to provide information in a good way, 

to know what level. ... I often suspect that they 

perhaps do not know much about human body, how 
it functions. And some perhaps know a lot about it 
but it's hard to know how much. (D 4 ) 

Explaining asymptomatic diseases (whether chronic or 
infectious) to low educated patients was described as par- 
ticularly challenging because those with limited knowledge 
do not understand the connection between an infection 
and a disease, and in the absence of symptoms, they hard- 
ly believe they carry a virus that could be transmitted. This 
might according to the participants, unconsciously get 
them into legal problems for exposing others to the risk of 
HIV. A public health officer explained: 

If one has a low level of education one cannot easily 
understand that one has a virus when one is not sick 
. . . that one is infectious without symptoms. ... So 
that was what happened to this person who was 
forced into isolation. He could not quite understand 
that he was infectious. He had no symptoms. (PHOi) 

A social worker elaborated further that the language 
used to tell diagnosis to low educated migrants with poor 
knowledge of diseases can also confuse them, leading to 
misunderstandings as the quote below indicates: 



... So you have to find out what they know about the 
infection. I mean, I have experienced myself a 
problem, it was the language problem where a patient 
did not know what HIV was, but he knew what AIDS 
was and that there was an AIDS virus something like 
that and it became so obvious that the person had no 

idea about a person being HIV infected we are 

using that word. This is what you have to find out: 
what does the person know, what is the virus, what is 
infectious. . . (SW2) 

Lack of education was expressed as a barrier to access 
available information. This did not however stop some 
caregivers providing migrants with written information 
which was useless or referring them to websites without 
checking their literacy skills as was observed by the first 
author. Some migrants were for example, informed that 
they would receive their test results by regular mail and 
some received pamphlets or were advised to find infor- 
mation about their conditions or self-care material on of- 
ficial websites. 

Patriarchal structures and gender segregation 

The caregivers described their frustrations over what they 
viewed as patriarchal cultural practices that make men 
consider themselves as the primary authorities for giving/ 
receiving medical information about other family mem- 
bers and protecting them, thus challenging the Swedish 
guidelines which stipulate communicating exclusively with 
the patient. The caregivers described their inability to cope 
with men who involve themselves in all aspects of care of 
their family members. One doctor said: 

So it's like the man has the responsibility to know and 
the rest of the family do not. One should not tell 
diagnosis, especially if it is a scaring diagnosis because 
the man has the duty to protect the rest of the family 
from this as well and then you have to somehow 
justify that you actually need to inform everyone but 
it is not easy to know how to justify it, I think it is 
really hard. (D 2 ) 

Likewise, the first author observed such practices with 
men wanting to act as interpreters for their wives or to 
be present during care encounters. In one case, a woman 
who needed contraceptives waited until her husband left 
the room to whisper to the interpreter (first author) to in- 
form the provider in confidence that she needed contra- 
ceptives to avoid having more babies. A public health 
officer also described gender discrimination/segregation in 
access to health information. She explained that the men 
(migrants) who are overrepresented among health educa- 
tors within migrant associations talk exclusively to boys 
and the girls are left out. She said: 
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They have often boys that they talk to . . . and 

it's okay to talk to boys on condom in a different way 
than with the girls, and especially if you have a religious 
background . . . But, with the girls its a bit like . . . One 
does not want to talk to them about ... I feel that the 
girls are a bit left out somehow. . . (PH0 2 ) 

A striking corollary of gender norms mentioned was 
patients' request for providers of the same sex. Here the 
issues of religion and gender were intertwined and were 
lifted again by caregivers who described how they strug- 
gled to care for patients of opposite sex. The male doc- 
tor with migrant background told about his difficulty in 
caring for women patients in this way: 

Perhaps because of religious beliefs, people want 
either a man or a woman doctor. This is also 
something that we encounter. ... If you have a 
woman who comes to you and she is hostile to men 
doctors, it does not really work well as it should. You 
lose trust, you can't communicate. (D 2 ) 

In contrast, two female Swedes, a doctor and a mature 
social worker explained that gender had never been an 
obstacle to them when dealing with migrant patients. 
The female doctor argued that she had never felt un- 
comfortable while dealing with male patients and the so- 
cial worker was talking on account of her age as an 
advantage to deal with male patients and stated: 

. . . But, one should not have prejudices that men and 
women cannot talk about sex with each other. It 
would be dreadful. I still think about it sometimes, 
anyway . . . but I think at that age I am today can be 
an advantage. . . (SW2) 

Religious beliefs and practices 

The caregivers also described how frustrated and power- 
less they felt over religious practices and belief in super 
natural powers, fatalism, fasting, travelling back home 
for religious rituals and refusing drugs assumed to con- 
tain religiously forbidden ingredients. All these in one 
way or the other were said to interfere with care given. 
One doctor explained how hard it was to understand 
that so many believed in Gods healing power, but at the 
same time needed medical evidence to prove it: 

I mean believing that "God will heal me.". . . I also 
understand that they would pray for her, what I do 
not understand is why they should have a certificate 
where it is written that "I have HIV with cell T4 
value. ..." It is against my way of thinking. If it is 
God who wants to know it anyway, God would be 
able to keep track of it. (D 3 ) 



The caregivers explained additionally that in some ca- 
ses religious practices involved travelling back home for 
rituals, thus discontinuing the treatment. Two caregivers 
expressed frustration over fasting, especially when mig- 
rants were unwell or needed to combine medication with 
a meal at specific hours. A nurse explained: 

We have several patients who fast. For me it's a bit 
strange because some are not fully healthy. Then it's a 
bit hard to understand that they have to be fasting 
until the sun goes down. . . . But, I understand that 
religion is very important. (N 2 ) 

Another way in which religious beliefs interfere with 
care was described by an immigrant doctor who said: 

One perhaps suspects that maybe the drug is made of, 
or contains certain things that the religion prohibits. 
For example, my patients said they did not want drugs 
such as those for stomach. They think it contains 
something from the pig then you understand why 
people refuse. (D 2 ) 

Different health explanatory models and care practices 

The care providers reported encountering problems in 
understanding and explaining things to patients who hold 
different explanatory models about clinical realities. One 
doctor explained: 

Then it is obviously a challenge to properly 
understand what the patient says. . . . You sometimes 
have slightly different views on what is illness and 
what is not disease. So, sometimes you can get it all 
wrong and misunderstand. Then one should realize 
that it is so and ask further: did I understand right? 
What do you mean? (D^ 

For the migrant doctor, it seemed that decision making 
around an illness back home and the organization of 
care altogether influenced health seeking behavior: 

Then perhaps it is not a tradition in the home 
country to seek medical care in the first place, maybe 
it is parents or family members or the relatives who 
take care of each other before they seek care. Then 
something I notice is that people seek care at a very 
late stage. They're waiting and thinking that it will go 
over. Then when they finally decide to seek care they 
are already very sick. (D 2 ) 

He added that migrants who are accustomed to view- 
ing illness in terms of symptoms seek treatment only for 
existing symptoms without regard that other underlying 
diseases/causes also need to be checked. A Swedish doctor 
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added that the symptom driven health-seeking behavior 
illustrated that migrants did not fully understand health 
promotion initiatives: 

We deal with health problems before one feels sick. 
It's something that is very difficult to take in when 
one comes from another culture or different 
circumstances. ... I mean one deals with the problem 
only when it occurs, right? (D 3 ) 

Unfamiliarity with diversity, stereotypes and discriminatory 
attitudes 

The participants expressed the view that certain beha- 
viors and attitudes by the caregivers towards migrants 
perpetuated mistrust and fear of discrimination. Some 
were critical of their colleagues whom they described as 
lacking not only knowledge about migrants' social, politi- 
cal and cultural backgrounds, but also skills to deal with 
patients of diverse backgrounds. This often resulted in 
stereotypes and negative attitudes. A nurse explained: 

Some nursing staff can discriminate people because of 
where they come from. And it's because they don't 
know or they haven't got any good knowledge about 
people. There is a form of discrimination. . . . They 
can be or are quite racist. It is not just to the ones 
from the African continent but it's to every form of 
immigrants. They don't just like things that are 
different. (N^ 

When asked how discrimination could occur, one 
Swedish doctor (D 3 ) hesitated before replying: "we cer- 
tainly all have prejudices. Of course, we all use expres- 
sions that are prejudicial and Swedes are not the first." 
Another explained that some caregivers had preconceived 
assumptions of migrants' sociocultural backgrounds and 
tended to stereotype them: 

I think the problem is that one considers these as 
strange people. . . . One assumes somehow that these 
are people who come from a country in war, who 
have no education. There are a lot of prejudices and 
stereotypes. (Dx) 

Language barrier 

This section focuses on the way language was said to 
affect care encounters. Language was reportedly compli- 
cated by institutional elements within the Swedish health 
care system such as use of distant technology to com- 
municate with patients. 

Barrier to effective provision and use of health care services 

Participants described language as a major barrier in the 
care encounters. One view expressed was that language 



difficulties caused undue delay in establishing contact 
and acquaintance with patients and generated communi- 
cation problems. Furthermore, explaining diagnosis and 
treatment was difficult and assisting those in need of at- 
tention was often impossible because of language as one 
nurse expressed: 

And it feels disappointing not to be able to be there as 
support for them and if one cannot speak the language, 
then it's difficult for a patient to call and say I feel really 

bad Then one can also feel it that sometimes it 

takes a bit longer to get the contact. (SW1). 

Language was said to prevent migrants from accessing 
available services largely because information was pro- 
vided in Swedish. They were also said to have difficulties 
making contacts with caregivers when in need especially 
through the phone, the usual practice in the Swedish 
health care system. One doctor explained: "... language 
is often a substantial barrier, I think. It's hard to find 
your way through the Swedish health care system when 
you do not master the Swedish language (D 4 )". Care- 
givers explained that the inability to read and compre- 
hend correspondences written in Swedish led to delay 
or failure to attend important appointments resulting in 
non-attendance fine. The migrant doctor exemplified it 
in the following quote: 

. . . Another thing about migrants is that sometimes 
they do not really understand. Maybe you say in the 
morning, they understand it is the afternoon. They 
come later in the afternoon and say "I have an 
appointment with you." (D 2 ) 

The first author similarly observed the non-attendance 
problem when she was booked to interpret and in some 
occasions the patient did not turn up at all. 

Challenges in the triad communication 

Although they acknowledged that interpreters played 
a crucial role, the caregivers were concerned about in- 
accurate translations, patient discomfort, unprofessional 
interpreters and inability to prevent friends and relatives 
from interpreting. The following quote exemplifies in- 
accurate translation: 

I have been sitting and talking about measles and I 
heard that they said: "tuberculosis" and other things. 
Then one has to step in and say: "I've been talking 
about measles." 'But, I do not know what it's called in 
my language.' "Then do not say anything." (D^ 

The social worker emphasized the difficulty to commu- 
nicate through an interpreter as patients were reluctant 
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to talk openly with a third person sitting in the room. 
She explained: 

. . . Sometimes I have met the patient for quite a long 
time and I understand that there is something behind, 
something that makes their anxiety strong, but that 
does not come out then, while we have an interpreter 
and I think I still feel that I know the patient pretty 
good. Then the first conversation without an 
interpreter, so Its just like puff! Everything comes out 
or when the interpreter has gone or when I hang up 
the phone. . . (SW1) 

Caregivers also reported that migrants particularly those 
with low education do not access important information, 
as they are dependent on others to read letters or medical 
instructions from caregivers. In some cases, this was said 
to result in accidental disclosure of stigmatized conditions 
which can be debilitating. A nurse explained: 

It's very difficult for those who are illiterate. Apart 
from that they come from another country, they 
cannot even read or write in their native languages 
then it is more difficult for them even here to access 
information. . . . They are dependent on someone else 

who read for them And they become dependent 

in so many different ways. (N 2 ) 

Accounts of migrants desperately in tears were also 
common. The first author for example, witnessed pa- 
tients complaining to their caregivers about disclosure 
of their HIV status when trying to get assistance from 
friends, relatives or roommates to read letters from care- 
givers, resulting in stigmatization and discrimination. 

Migrants navigating the Swedish health care system 

In this section, the caregivers elaborate on how migrants' 
past experiences with health care; the structure and or- 
ganization of the Swedish health care system particularly 
the use of distant communication technology; and the 
patient centered care policy all affect the encounter bet- 
ween migrant patients and care providers. 

Finding the way through a new health care system 

Migrants were mostly considered to be unfamiliar with 
the organization of the health care system in Sweden or 
to have little knowledge of how it works. A doctor des- 
cribed the difficulty for migrants to navigate through the 
Swedish health care system in this way: 

It is a bit difficult to get around. . . how it works, for 
example, the hospital, the health center, when you 
send a referral to another clinic here at the hospital 
that they are then put on a waiting list and later on 



they will get a letter that will tell them that they have 
an appointment. (D 4 ) 

The use of communication technology was said to 
affect the ability of migrants to access available services. 
Apart from language difficulties, some migrants were 
said to lack skills to access educational and self-care ma- 
terial, to book or cancel appointments or communicate 
with caregivers through the phone, websites or e-mails. 
Consequently, they sought care as drop in patients and 
it was difficult to convince them they needed an ap- 
pointment ahead. The caregivers talked of this as a form 
of structural discrimination that could prevent migrants 
using available services, resulting in frustration and feel- 
ing of being discriminated against as explained below: 

One more thing that is more of a structural 
discrimination is that one should call the clinic for an 
appointment. It is not possible if one cannot speak 
Swedish. So it is the power structure that we talk 
about. (Di) 

The migrant doctor corroborated this opinion by saying: 

Sure, if you look at the Swedish families, most or 
nearly 90 percent have e-mails and are able to go 
online and cancel their appointments. You can do it 
on your mobile phone with voice mail. Not all 
immigrants can have access to it, know or understand 
that it can be cancelled. (D 2 ) 

The caregivers described some migrant groups as im- 
patient, very demanding and sometimes aggressive. They 
require immediate care or prescriptions even when it 
was considered unnecessary as described by this nurse: 

Sometimes you can see that it is nothing acute for 
today. . . . We have a few patients who are very 
demanding and can become quite aggressive. They 
always want to see a doctor. . . . They get angry if they 
can't get to see that doctor. (Ni) 

A social worker also described how some migrants al- 
most give orders for the care to be provided or to get 
what they needed: 

. . . And this is mainly migrants from certain 
countries. That you can feel like as it is an order, "I 
should have, I should have, you should fix, you should 
arrange". It feels like they can almost the book of laws 
about their rights before they come to Sweden. (SW1) 

According to the migrant doctor, the lack of patience 
is due to limited experience and information about the 
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Swedish health care system or the differential systems of 
care. He argued that what migrants sometimes perceived 
as discrimination might simply be their experiences of a 
different health care system: 

Most immigrant patients want help right away and 
they want it to happen quickly. . . . Because it is not 
everyone who understands how the medical care 
works. There is also a very difficult issue; someone who 
feels discriminated against, perhaps it is not actually 
discrimination. ... It is also because the encounter 
does not work. They feel misunderstood and then they 
also think it takes too long to meet the doctor. It is also 
true when one thinks of some countries where you 
order all the tests at once and it goes fast. (D 2 ) 

Here a Swedish doctor explained that migrants antici- 
pated discrimination and therefore become defensive: 

A patient also somehow becomes defensive: "they 
never understand what I say, they do not treat me 
equally, I never get access to health care the same way 
as the others, I get no medicines and the others do". 
So things like that. (D^ 

For that reason, migrants might according to her be per- 
ceived as aggressive or always unsatisfied leading to mis- 
understandings, mistrust and frustration on both parts. 

Questioning the Swedish model of care 

According to caregivers, the fact that migrants were 
used to meeting a doctor in the first instance when they 
sought care or were always prescribed drugs after each 
visit or were not actively involved in their care posed 
challenges to the care encounters. Caregivers expressed 
concern particularly over the mistrust of nurses who 
within the Swedish system have special competences 
and are the category of caregivers a patient meets first at 
a clinic. A specialist nurse of mixed background said: 

I am a nurse but most people expect to meet the 
doctor because this is what you want and it is difficult 
to explain, you have to explain that we have several 
different nurses who are specially educated to deal 
with diabetes or hypertonia. When in other countries 
you would meet a doctor, in Sweden the nurses are 
educated to do this. (Nl) 

The mistrust of nurses was corroborated by a Swedish 
doctor who described how nurses complained to her 
about migrant patients not trusting them and requesting 
to meet doctors. 

The caregivers also implied that migrants are unfamiliar 
with scheduled appointments and self-care. They tend to 



over-use health care and expected prescriptions after each 
encounter, often resulting in conflicts. According to this 
nurse (Nl), "many people want to have prescriptions. This 
is where difficulties will come and this is where in some 
countries if you have money you can buy and you can go 
first instead of queuing." A doctor explained further that: 

Folks are brought up or taught to go to the doctor 
when they are sick. One is a good parent if one goes 
to the doctor when the kid is sick. But in Sweden one 
is a bad parent if one goes to the hospital when the 

child has only a cold one is supposed to manage 

this at home. (D^ 

Another disturbing issue reported was the way infor- 
mation on medical conditions including, life-threatening 
or debilitating diseases was given and received. Care- 
givers expressed frustration over migrants' overreaction 
to negative information and believed this practice shocked 
migrants. One doctor speculated that migrants were ac- 
customed to caregivers who perhaps simply listened to 
symptoms and then prescribed treatment and therefore 
expected the same from Swedish care providers. In con- 
trast, Swedish caregivers tend to disclose detailed medical 
information to patients also in an attempt to involve them 
in decision-making. Migrants were said to be used to au- 
thoritative doctors at home. They are therefore passive 
and expect the Swedish doctors would behave in the same 
way. One doctor said she had to adjust herself to meet 
migrants' expectation of an authoritative doctor in the fol- 
lowing way: 

I do become authoritarian; I become much more kind 
of the doctor within quotation marks. I do. I kind of 
maybe teach in a different way than what I would do 
otherwise. ... I have something I called the best 
doctor's voice; I really become a doctor and explain, I 
use it more. ... I mean, it is a challenge in some way 
to sense, what or how much one shall talk, how much 
doctor one should be. (Di) 

Despite having migrant background, another doctor 
also deplored migrants' passivity and high expectations 
on caregivers' ability to cure illness. This was in contrast 
to the Swedish patient-centered care approach as indi- 
cated below: 

What I feel is that the Swedish patients would like to 
get involved with their illnesses, their treatments, they 
are well educated and they read on the internet and 
then make suggestions about treatment. How can we 
or can we do so? And then you plan together. But, 
some immigrants want the doctor to decide and 
instruct them to do this and that. Then it will be 
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good. If you ask them: "shall we do so?" They say: as 
you're the doctor you should decide/ These are some 
of the things that I think differ. (D 2 ) 

Discussion 

This study, based on interviews with a variety of care- 
givers and participant observation, has illuminated the 
tensions in caring for migrant patients who despite en- 
tering a new health care system, still make reference 
and are guided by the backgrounds and systems which 
have shaped their view of health and disease, their health 
seeking behaviors and their expectations from health 
care providers. In this way, the study is about the com- 
plex interaction of contextual factors in the old and the 
new health care systems or the environments described 
in the socio-ecological model. The caregivers have des- 
cribed the multiple factors contributing to the challenges 
they face in caring for migrant populations in Sweden as 
stemming from language difficulties; socio-cultural di- 
versity and migrants' difficulties to navigate a new health 
care system due especially to limited information, use of 
technology and a care approach that expects patients to 
participate actively in their care. From a socio-ecological 
model these factors appear at different levels of the 
system including at the individual, the interpersonal, in- 
stitutional and macro-societal levels and as indicated in- 
fluence health-seeking behavior, the provision of care 
and the interactions between migrants and caregivers. 
These findings echo those of others who have reported 
that migrant health care is the result of dynamic interac- 
tions of many factors including individual and societal 
characteristics [14,18,42,43]. 

The heterogeneity of migrant populations, comprising 
of people of varied social, cultural, religious and geogra- 
phical backgrounds with different experiences was said 
to affect care delivery and use in ways highlighted in other 
studies [6,14,16,17]. Moreover, educational, religious and 
ethnic backgrounds, migration history and status, life- 
styles, health and socioeconomic status are issues that 
come into play even when patients may come from one 
country and that caregivers need to consider in their deliv- 
ery of care [14-17,19]. For instance, participants in this 
study described being challenged by low educated and 
very religious patients. Education was said to affect health 
literacy while religious beliefs interfered with care. Fur- 
thermore, some migrants, in particular women refused to 
be treated/seen by providers of opposite sex. However, 
two female participants explained they had never found it 
difficult to care for male patients. It could be discussed 
whether the fact that men are rule makers in more patri- 
archal structures make it easy for them to break the rule 
and meet female caregivers or whether old age is, as 
stressed by a caregiver in this study an advantage. Some 
researchers have therefore urged providers to be aware 



that every patient is an unique individual [6,7,9,13,44,45]. 
Meanwhile others warned about intergenerational and 
inter-ethnic variations within migrant groups [10,13,15]. 
The question is whether and how care providers can pay 
attention to the total context of the patients situation in- 
cluding their immigration status, literacy level, gender, 
family dynamics, religious beliefs and stress factors while 
providing care or they just apply one-size-fits all ap- 
proach' while providing care. 

Additionally, our findings suggest that the difference 
in social and cultural backgrounds between migrants and 
caregivers also challenges medical encounter and threaten 
acceptability and quality of care [6,11,13,16,17,45,46]. 
Participants in this study reported stereotypes and dis- 
criminatory attitudes among care providers that could 
perpetuate mistrust and generate dissatisfaction that could 
undermine the trust and cooperation necessary for a suc- 
cessful therapeutic relationship [6,8,11,13,44,47]. Accor- 
ding to Ahlberg et al., migrants often experience tensions 
living in two worlds and negotiating their existence, within 
contexts and discourses promoting stereotypical represen- 
tations, discrimination and marginalization [48]. For in- 
stance, Cuadra stressed in her report that the Swedish 
label 'Invandrare (immigrant) itself is associated with 
other connotations than just being a social or adminis- 
trative categorization of foreign born persons. She indi- 
cated that the term is criticized for the loaded meanings 
which focus on differences, and emphasize the 'other' 
(non-Swedish) in relation to modernity and a presumed 
homogenous Swedish culture [23]. Prejudiced assump- 
tions by care providers may result in the limitation of ser- 
vices to migrants, poor access and acceptability [6]. Here 
the question is: what kind of knowledge do caregivers pos- 
sess about migrants' backgrounds and how do they get 
such knowledge. 

Nevertheless, the most obvious challenge mentioned is 
language which prevents effective communication and 
creates frustrations for caregivers and patients with conse- 
quences for access, acceptability and quality of care as also 
described in other research [6,8,10,11,14,18,19,26,43,45]. 
Literature indicates that healthcare in general rely on 
dialogue. Language thus becomes the primary barrier 
at the interpersonal level leading to longer consulta- 
tions and misunderstandings with increased risk for 
wrong diagnosis, inappropriate treatment and non-com- 
pliance [8,11,12,14-19,26,43,49]. Participants in this study 
expressed the difficulty for interpreters to translate me- 
dical terms correctly during care encounters, which has 
the potential risk of misleading both the patient and the 
caregiver. A recent survey showed that over 30 languages 
were used in a Swedish language school in Northern Swe- 
den illustrating the growing diversity and challenges for 
care encounters [36,37]. Our study also suggests the so- 
cietal and institutional influences in terms of policies and 
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practices within the health care system. For instance, the 
Swedish policy of providing care, health information and 
hotline services in Swedish hinder access to and effective 
use of health information and services as well as the in- 
teraction between care providers and patients who can- 
not properly communicate or understand Swedish. This is 
particularly critical for individuals with low literacy skills, 
[6,8,10,11,19,26,37]. Fatahi et al. argued that the inclin- 
ation among some migrant patients to prefer their mother 
tongue during medical encounters could also be in part 
due to the Swedish policy of offering language assistance 
[19,25]. However, our observations indicate that language 
is a substantial barrier to communication in cross-cultural 
encounters [6,10,26]. While some migrants might speak 
Swedish or English in their everyday life, it may be insuffi- 
cient to read letters and leaflets or to understand medical 
jargon especially during medical encounters [14-16,37]. 
We observed a number of problems related to the use of 
interpreters including unprofessional conduct, inaccurate 
translations, patient discomfort, gender norms, me- 
dical confidentiality and use of relatives or friends for 
sensitive situations. For instance, the dual role of inter- 
preters as both community members and professionals 
threaten confidentiality and negatively impacts on 
health care seeking behavior and care encounter. Similar 
challenges have been discussed in other studies in and 
outside Sweden [6,8,10,11,13,15,16,18,19,26,43,47,49]. 
Additionally, some studies emphasized issues of access 
to interpreters who are not integrated within the 
health care system, shortage of interpreters for par- 
ticular languages as well as government pressures to 
economize as making the use of interpreters problem- 
atic [6,10,26]. The question is how issues related to 
language barrier and the use of interpreters should be 
addressed. 

Apart from language, this study suggests that the use 
of distant communication technology (letters, telephone 
calls, e-mails, e-health information, and leaflets) at the 
institutional level also negatively affects access to avai- 
lable health services especially for migrants with low lite- 
racy skills. This has also been stressed by other authors 
[6,14,16,37,45]. Despite being modernized, the Swedish 
health care system may thus be inaccessible to migrants 
because patients are expected to communicate with care- 
givers via mail, web or phone. For example, the research 
participants in this study reported that migrants sought 
care as drop in patients because they were unable to use 
the booking system and this often resulted in conflicts as 
providers expected them to follow the rules and make 
prior appointments. In other cases, migrants were fined 
for not showing up as expected since; they could not call 
to cancel the appointment, even though an interpreter 
was already hired. The migrants' unfamiliarity with the 
Swedish health care system and their inability to navigate 



through it is another illustration of challenges arising from 
institutional and societal influences. Migrants' perceptions 
and expectations (required prescriptions, immediate care 
for non-emergency situations, and mistrust of nurses) 
about care and health care system were described to be 
rooted in their past experience in their home countries 
and this experience may be in contrast with the Swedish 
health care system and model of care. Furthermore, 
the Swedish model of care emphasizes patient autonomy 
through the patient-centered care approach in common 
use in most Western countries [12,17,20,22,45]. The as- 
sumption is that this model of care improves treatment 
choices, quality of care and outcomes through informed 
decision making. However, our findings indicate that in- 
volving migrants was difficult as migrants expected the 
doctor should know the diagnosis and should tell them 
what is best. Several authors argue too that the patient- 
centered approach may lead to significant ethical dilem- 
mas and challenges because of misinterpretation arising 
from adhering to different explanatory models common in 
cross-cultural encounters [13,17,45,46]. Moreover, "truth 
telling", or the disclosure of terminal diagnosis or other 
bad news can be a dilemma as the participants in this 
study described experiencing difficulty to reveal directly to 
the patient scaring diagnosis in the face of family and gen- 
der dynamics where migrant men may feel entitled as the 
primary authorities to receiving medical information con- 
cerning members of their families. Some researchers sta- 
ted that in some countries, doctors are likely to withhold 
upsetting information from patients who seemed to prefer 
this withholding or a common practice is to reveal poten- 
tially upsetting information gradually and cautiously 
[17,44]. They, therefore, suggest that rather than commu- 
nicating exclusively with a patient, health professionals 
should consider including a family spokesperson who is 
often regarded as able to cope with bad news and to deter- 
mine whether or not to reveal the information to the pa- 
tient and how best to do it [17,44], 

Participants in this study described facing difficulties 
in understanding and communicating things to patients 
who hold different explanatory models about clinical rea- 
lities. According to some authors, both patients' and doc- 
tors' behaviors and explanations about clinical realities are 
culture-specific. Thus, most of the problems in cross- 
cultural encounters result from hidden discrepancies bet- 
ween their views of clinical reality [6,13,17,46]. Kleiman 
et al. elucidated these discrepancies and argued that, cli- 
nicians within the Western medical paradigm often diag- 
nose and treat diseases (malfunctioning of biological and 
psychophysiological processes in individuals) whereas pa- 
tients suffer and seek help for illnesses (personal, interper- 
sonal, and cultural reactions to disease or discomfort) [46] . 
The research participant in this study explained too that 
concerns about symptoms rather than disease prompted 
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migrants to seek care or comply with treatment and 
preventive rules. This maybe an indication of a mismatch 
between providers' and patients' explanatory models and 
expectations and could explain low awareness about 
health promotion initiatives, the delay in seeking timely 
care for serious/chronic conditions such as diabetes or 
over-utilization of care services for minor/acute ailments 
described in this study. Other authors have similarly ob- 
served this to be the case [11-13,18,43,49]. Several authors 
have reported that these discrepancies lead to a sense of 
discrimination and dissatisfaction on the part of the pa- 
tient and to frustration, misperceptions and prejudice 
against the patient on the part of the provider with nega- 
tive consequences for the patient-provider relationship 
[11-14,17,18,43,44,46]. Expansive literature reported that 
patients' explanatory model of illness often arouse ex- 
pectations about treatment and healing process that 
might differ from that of clinicians and as reported in 
this study could create problems for clinical management 
[11-13,15,17,18,43-46]. Failure to take account of diverse 
explanatory models and expectations may compromise 
care and clinical management of diseases, especially for 
chronic and asymptomatic diseases [13,43,45,46]. Rather 
than contradicting patients explanatory model of clinical 
realities, providers should try to negotiate and find options 
that will be mutually acceptable to both and that incorpo- 
rate patients beliefs, if necessary give clear clinical expla- 
nations or educate patients if their explanatory models are 
likely to interfere with appropriate/planned care. 

Finally, our study illustrates that care providers face a 
number of challenges that have multiple layers mani- 
fested in language barrier, socio-cultural diversity and 
the difficulty for migrants to navigate the Swedish health 
care system. As stressed by Liburd & Sniezek, the syner- 
gistic relationship among the multiple and complex 
layers represented in the socio-ecological model make it 
difficult to identify any single component or factor em- 
bedded within the model as the driving factor [29]. This 
calls for actions and policies that encompass all levels 
and that are interactive and two-sided. For instance, it is 
unrealistic to expect migrants to change behavior if care- 
givers do not change their own and if barriers at other 
levels are not addressed. 

Study strengths and limitations 

This study has strengths and weaknesses as is common 
in qualitative research. Ten informants from one area, 
all interviewed by a single investigator with migrant 
background, with a potential desire on respondents' part 
to appear morally upright, potentially threaten the credi- 
bility and transferability of the study. Nevertheless, the 
findings of an ID inquiry are not a list of isolated themes, 
but a synthesis of the main themes and patterns of the 
phenomena that experts in the area will acknowledge as 



persuasive [31-33]. Moreover, during data collection and 
analysis, we relied on accepted principles of trustworthi- 
ness to allow the reader of the research report evaluate 
the relevance of data on which findings were based, the 
logic by which the conclusions were drawn, and the de- 
gree to which the interpretations reflect a coherent and 
grounded conclusion [32-35]. To enhance credibility, we 
used different kind of data sources to compensate for their 
shortcomings and exploit their benefits to understand and 
verify particular details that were provided. In addition, we 
used a wide range of participants and different settings so 
that we could check information across informants. All 
these provided triangulation, reduced investigator bias and 
contribute to the trustworthiness of generated findings 
[32,34,35]. Furthermore, the main investigator had de- 
briefing sessions with other members of the research team 
(co-authors) who reviewed the interview guide, style and 
participated in the analysis process during the study itself. 
Information about the background, experience and quali- 
fications of the main investigator has also been provided 
[35]. Moreover, the findings were presented and discussed 
in seminars with other care providers caring for migrants 
in other parts of Sweden. To address dependability issues, 
we have reported the research design and its implementa- 
tion in details and followed the operational details of data 
collection and analysis. 

Although, purposive sampling does not confer trans- 
ferability, it does, however, provide in-depth information 
from different individuals representing valuable perspec- 
tives, which also strengthen the findings. For instance, 
while doctors and nurses appeared to emphasize a more 
allopathic perspective, the social workers showed more 
empathy and understanding about migrants' difficulty to 
adapt to the new environment, which emphasize the 
need for further exploration. In addition, public health 
officers described other aspects of the challenges that 
are uncommon in the clinical setting especially health 
promotion. However, the migrant doctor's acculturation 
made him look at migrant patients with more "Swedish 
eyes". Without offering firm assurances for transferabil- 
ity, we believe that most of our findings are of a more 
general nature and we do also note that they concur 
with previous studies on challenges in cross-cultural care 
encounters [6-8,10,12,17,18,26,45,47,49]. Although we 
can say that we have a rich description that could enable 
transferability, there is a need for caution when applying 
these findings to other cross-cultural care contexts due 
to differences in health care policies and migration 
context. Finally, although providers discussed perceived 
challenges for migrants, the findings do not represent the 
personal experiences, opinions or feelings of migrants. Ne- 
vertheless, this study is part of a research project on chal- 
lenges and opportunities in HIV/ AIDS and Tuberculosis 
care among migrants and is based on findings from a 
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survey study with migrant students [36,37]. Research on 
migrants' and interpreters' experiences with the health 
care system is planned as part of this project to better 
understand their needs and how to improve the delivery 
and receipt of care. 

Conclusions 

Sweden is an increasingly diverse country and in this 
study, we illuminate the complex and interlinked issues 
about caring for migrants. Although the study was car- 
ried out within the health care setting, these issues span 
beyond the health care system and encompass other pub- 
lic services. The caregivers described migrants as very 
heterogeneous populations comprising people of various 
social, cultural, linguistic, religious and geographical back- 
grounds with different experiences all which affect care 
delivery and use. These findings concur with national and 
international literature on cross-cultural care. The article 
describes common challenges in cross-cultural encounters 
within the Swedish context. The challenges described are 
interconnected at individual, institutional and societal 
levels highlighting the need for multifaceted approaches 
to improve the delivery and receipt of care. The policy 
implications of these findings are discussed in relation to 
the need: to adapt care to the individual needs, to train 
interpreters or bicultural staff to act as interpreters, to in- 
clude information regarding migrants' literacy profiles and 
language preferences into the identification section of per- 
sonal medical files, to translate key documents, hotline 
messages, information about the health care system and 
health education material in formats and languages that 
are accessible and acceptable to migrants and to improve 
migrants' health literacy and effective use of services 
through community based educational outreach programs. 
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